Introduction: This paper explores how competence of medical learners is socially constructed within power structures embedded in medical education. This social dynamic is contrasted with professionalism and its context dependent definition in medical education compared to more common conceptualizations for the medical profession in general. Methods: Anthropological, ethnographic methods were used to collect data, primarily participant observation and ethnographic interviewing. The fieldwork site was a teaching hospital where the same "team" of attending physicians and residents were observed on both inpatient and outpatient settings. The theoretical frameworks included Paolo Friere, Pierre Bourdieu / Jean-Claude Passeron.
Introduction
This paper explores how competence in medical learners is socially created within power structures embedded in medical education. We are only able to find one other paper that identifies this perspective as an attribute of professionalism (1), however they used discourse analysis of personal diary entries and we used anthropologic, ethnographic research which uses the clinical educational setting as the primary data source allowing us to confirm and extend understanding of their findings. Our research explores the interactions between power, competence, and professionalism in the setting of an internal medicine postgraduate training programs. Other published literature on professionalism in medical education settings is either based on literature review (2) (3) (4) , nonclinical settings (5) (6) (7) (8) , or fails to identify power relationships between faculty and learners as an important part of education (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) . For that reason, this paper incrementally adds to our understanding of medical professionalism in educational settings.
Article Open Access
The ability to identify and name a disease defines competence in Western medicine. Mary-Jo DelVecchio Good asserts that competence is the dominant professional value in medicine and that it is the basis of power within the profession. She describes how medical students learn to present increasingly complex narratives, thereby acquiring clinical competence and responsibility for patient care in the context of the clinical training hierarchy (22) . She talks about performance as a core metaphor in presenting not only the health characteristics of the patients but also the thought process of the medical student themselves: hard work and responsibility are part of this performance (22) . This performance and its constant recreation relates to how the medical student is judged. Her claims are consistent with Paul Starr's earlier description of power manifested as cultural authority: "Specialized knowledge and the resulting cultural authority is created by physicians' ability to interpret symptoms and signs, form a diagnosis, name a disease, and prescribe treatment" (23) . This same concept was introduced by Michele Foucault when he says "the great break in the history of Western medicine dates precisely from the moment clinical experience became the anatamo-clinical gaze" (24) . Physicians were apprentice doctors who completed their training in hospital under the supervision of the more experienced physician, by sitting at the bedside and then writing up detailed accounts of the case: "Observing and speaking were key elements of medical education and these functions within the medical clinic were regarded as both a science and a way of teaching medicine" (24) [Italics added]. Thus, the ability to identify and name a disease defines competence in Western medicine.
The characteristics of professionalism as recognized in society, as opposed to medical education settings, include altruism, autonomy, authority over clients, systematic knowledge, distinctive occupational culture, community and legal recognition, and protection of colleagues (11) . The extent to which the protection of colleagues extends to learners is inadequately described in the medical or social science literature.
Methods
We used anthropological, ethnographic methods approved by the institutional review board. The ethnographic field site included locations where medical students and residents are socialized into the medical profession and included the hospital wards, the outpatient clinic setting, didactic lectures, and departmental meetings. To enhance understanding of multiple educational contexts, key informants were observed in the above social settings. For instance, the attending on the ward was also observed teaching in the clinic, etc.
Participant observation was used at an Internal Medicine Residency training clinic and hospital ward. During the participant observation, hand-written notes were obtained and later dictated and digitally transcribed. Four residents and one attending were observed for eight hours (two separate occasions) during preparation for rounds and during rounds. The senior staff and the senior resident of that same team each consented to ethnographic interviews (one hour each). The same attending physician was observed for a four-hour clinic session with two other residents not on the hospital ward team. The original four residents were observed with a different attending for another four-hour session. Additionally, a four-hour clinic teaching session was observed by a completely different attending with two more residents (total of eight residents and three attending physicians over 22 hours divided into seven sessions). In addition to these teaching sessions, http://dx.doi.org/10.15694/mep.2015.005.0013 residents in large group settings were observed during a noon lecture (one hour) and during a rotational evaluation session (one hour) led by the three chief residents in the department. Hallway intercept interviews were obtained from six additional residents to obtain a free list of associations with "professionalism." A final interview with a senior resident was used to record a pile sort of the domain analysis of "professionalism." All interviews were recorded and transcribed.
Codes were developed from the themes in the literature as follows: Foucault initially described the phenomenon of "gaze" which incorporated a perceptual/cognitive phenomenon that resulted in assigning disease states to internal organs. For the purposes of this paper, this concept was divided into the perceptual aspects (clinical gaze-having to do with data) and the naming function (diagnostic gaze-having to do with the assignation to an organ). DelVecchio Good described competence, hierarchy, clinical data and performance in detail. In Starr's discussion of power, he talks about autonomy, authority, and knowledge as it relates to American medicine over the past thirty years. The single emergent code was "computer" because it was such a prominent feature noted within the field notes. The analytic codebook was derived from the above theoretical constructs (see: Figure 1 ).
Field notes and transcriptions of interviews were entered into ATLAS-ti 5.0 as primary documents. A query report was run for each code and the items in the report were double checked against the definition in the codebook. The excerpts that were verified were then used for frequency and content analysis within each code. The relationships between the codes were determined using the qualitative analytic software. Specifically, "hierarchy" was one of the most frequently coded variables in the data. The analysis began there, because this most closely related to the specific aim of characterizing power. This helped define the different roles within the hierarchical structure. The analysis then proceeded to analyze how they interacted, what they interacted about, and most importantly, how the hierarchical structure was maintained by these interactions. A natural segue from hierarchy was to characterize the variables "autonomy" and "authority." It was at this point that it became apparent that "gaze" was a key independent variable for power and the analysis thereafter focused on constructing its meaning. The codes were then analyzed from the bottom up in terms of the hierarchical structure-attempting to construct in detail how "gaze" was socially constructed. At this point, all the relationships between the variables related to power were defined and a graphic representation using Atlas-ti was constructed. The ability to graphically represent the data created the opportunity to verify that the relationships identified were internally consistent.
The unexpected results of this study provide evidence that objectivity was retained during the research project. Because the researcher was a medical professional as well as an anthropologist and naive to this particular residency setting, participants shared many personal life stories and were willing to criticize senior staff. Perhaps it was a combination of the anonymity, physician camaraderie, and the research atmosphere with embedded confidentiality made the residents feel safe.
Page | 4 "So uh, so who's running it? I think the residents should run it. And use consultants. And I'll step in if there's something that I don't agree with. I like the resident to…and I give them as much responsibility as I think they can handle…."
Supervision (17) The attending said, "did you go over certain things with the senior resident?" They then sat down and graphed the labs and the senior resident pointed out the 2 g drop in hemoglobin.
Maintaining hierarchy by
Teaching (9) Resident 3 reiterated his own patient care management plan, "It was just one night that he didn't get the Coumadin." The attending then started discussing the difference between a deep vein thrombosis and pulmonary embolus regarding low molecular weight heparin. And the senior resident again quoted data and medical literature regarding the difference between the above. The attending summarized, "It's not generally accepted." The attending then made a statement saying, "We'll keep him." To which resident 3 replied, "Fair enough."
Maintaining hierarchy with fear
The chief resident then went on to say, "He'll take them off the rounding service and their evaluations won't count." By this she meant that if someone complained about a senior staff the Program Director would invalidate the evaluation of the resident by the senior staff. At this point there was a lot of audience participation. Some of the seniors said they were scared stating: "They will know there was only one senior." Symbolic maintenance of hierarchy (5) The attending physician names are all at the left margin and the resident names associated with each attending are indented somewhat.
Authority
Giving commands or orders (15) The senior resident sent resident 3 on an errand. http://dx.doi.org/10.15694/mep.2015.005.0013
Autonomy Non-supervised clinical judgment (12) And the good thing about this hospital is that if you get an admission about 3pm, you are on call, you have the right to do anything you want with this patient without supervision and the senior staff will see the patient the next morning. You can call the staff if you have any problem, but if you don't think that you need to call the staff you can take care of the whole management for sixteen hours without any problem… you're not obligated to call the staff like they do in private, community hospitals.
Competence Checking patients (7) I think, first of all, making sure that there is no critical critically ill patient on the floor. By checking vitals, and just…very quickly making sure that everyone's OK.
Diagnostic gaze
Contested (7) The two of them started sparring with facts regarding the diagnosis and resident said he didn't notice any vascular changes on exam. The attending said you don't need any changes to diagnose vascular problems. The attending, "I would like you to question him regarding positioning and symptoms." The resident then talked about no diabetes, no other problems, etc. The attending suggested possible alcohol consumption as the diagnosis for peripheral neuropathy.
Negotiating (4)
In very civil discussions they were again negotiating management between the senior resident in the attending.
Clinical gaze History and physical (7) The attending then said he was interested in the congestive heart failure and said he wanted to examine the patient.
Interrogating the resident (6) The attending explored various differential diagnoses with the resident and the attending was interrogating the resident about color changes and possible Reynaud's by asking the questions in a very leading way.
Computer
Computer/clinical gaze (28)
All of the residents were looking at the screen and not the attending. She was flipping between laboratory data, different presentations of laboratory data, and x-ray films. She pulled up the film of the patient who had pulmonary congestion and she turned to resident 6 and told him, "You need to be aggressive to prevent this patient from being transferred to the ICU." http://dx.doi.org/10.15694/mep.2015.005.0013
Performance Eye contact (15) Resident 6 was presenting. He made no eye contact whatsoever. He was reading off the chart. The attending initially started looking at the presenting resident but after a minute or two started flipping through the chart. Resident 6 still made no eye contact with any other members even though they were looking at him.
Cognitive organization (8)
The resident then said, "I'm sorry I am disorganized."
Ownership (4) Resident 3 made a very long presentation and was able to hold everyone's attention for a long time. He was doing more interpretation of the data versus reporting the data and he concluded with, "My plan for him is blah blah blah." The attending replied, "very good.
Knowledge Self education (7) The resident said, "I looked it up in Up-to-Date." He was referring to asbestosis.
Results

Finding 1:
The diagnostic "gaze" is a discourse between physicians of disparate hierarchy status used to establish a clinical diagnosis. It is the essence of power and creates and maintains a hierarchical structure throughout the medical education setting. Competence is a result of acquiring a diagnostic "gaze" and once achieved, results in autonomy and authority within the hierarchy. Competence can never be claimed but must always be bestowed by someone higher in the hierarchy.
Rounds start between 6:00 a.m. and 6:30 a.m. when the interns arrive and prepare for rounds by writing progress notes. This consists of sitting in front of computers and compiling clinical data that will be used by the team. The computers contain the laboratory results and radiology results, which are dutifully, copied onto the progress notes. The following field notes describe this basic, repetitive activity:
Resident 3, resident 6 and resident 4 were all charting from the computers, trying to write their notes; each of them were sitting at one of the high-speed Dell® computers. Resident 4 was copying labs onto the progress notes and they were still sitting in front of the computers.
During this time when the interns are writing the notes, the senior resident is performing the same tasks in tandem; however, he doesn't have the burden of writing everything down in the specific format of the documentation template used in the hospital, so he can work quickly. He does have the added burden of supervision. From an ethnographic interview, the resident describes this time of day:
The worst part is before the rounds, cause I, I don't like to be have limited time to do what I have to do. I don't want to look so… like I missed something, if I'm not prepared. So knowing that the staff will come at a certain time, this is like… but I have to do it, so, usually this time, this from six to eight I don't like this time because I have to make sure everything …this is really the most stressful …I think that 80% of the work of the day is in these two hours… This is confirmed in the following excerpt from the field notes:
All of the residents were looking at the screen and not the attending. She was flipping between laboratory data, different presentations of laboratory data, and x-ray films. She pulled up the film of http://dx.doi.org/10.15694/mep.2015.005.0013
the patient who had pulmonary congestion and she turned to resident 6 and told him, "You need to be aggressive to prevent this patient from being transferred to the ICU."
There were countless such episodes of data gathering with checking and re-rechecking by different members of the team during the observations. It illustrates a process by which clinical information is collected, organized, and presented. This entire process was described as the clinical "gaze". The word "gaze" is used because it allows the clinician to "see" what is going on inside the patient. It is the most important component of the next level of processing, the diagnostic "gaze".
Attending physicians depend on residents to perform these tasks. If they don't have confidence that it is being done consistently, it causes distress, as in the following example from an interview with an attending when asked to describe a bad resident:
…. they lie, they tell you they've done things or examined things, or checked things that they didn't… that's the worst thing because I have a certain amount of trust in them and an assumption that they've talked to the patient, that they've examined the patient, they looked at the chart, they looked at the labs, so it's somebody who lies, …those are the days that I get here at 6:30 and I plow through the labs and all the X-rays.
The diagnostic "gaze" refers to the multitude of daily, sometimes minor negotiations amongst members of the team regarding the clinical status of the patient. In its ultimate form, it determines the diagnosis, upon which all management decisions are dependent. In the medical education setting, residents lower on the hierarchy earn the right to attempt to diagnose by being thorough and complete in collecting clinical data with the clinical "gaze". The diagnostic "gaze" must always be attempted within an appropriately supervised setting. This is the testing ground for advancement within the hierarchy. When a resident can consistently make the correct diagnosis, he or she advances. The following ethnographic excerpts illustrate how the diagnostic "gaze" is often negotiated between a resident and an attending:
• The resident stated that although he was seen in dermatology clinic within the last two weeks "he wasn't given anything." The attending replied, "It was mentioned Diprosone and Eucerin." (Contradicting the resident) The attending then suggested a possible diagnosis of excessive hand washing and the resident replied that the rash went up to the elbows, trying to imply that the diagnosis was not excessive hand washing.
• With regard to some aspect of fact, the attending said, "You didn't ask, so let's ask." The resident seemed taken aback at the statement because he was very quiet at this time. They seemed to argue back-and-forth in terms of establishing an actual diagnosis.
• The resident said, "I was right. He wasn't faking. He gets mad. He gets frustrated." He then went on to describe how the inpatient doctors called the patient drug seeking. The resident then said, "I was afraid I was going to be wrong, but he [the patient] wants to decrease his Oramorph® [narcotic] (disproving that the patient was drug seeking).
One attending described his perception of how residents learn the diagnostic "gaze" and described its importance:
"Well, it's uh, I like to …my job is to help them think… learn how to think as an internist… my main question is, the most frequent question I'm going to ask you is, what do you think…the assessment, the plan. There are some doctors who just tell them, this is what you're going to do. I want them to start thinking like an internist. How do you put all these seemingly disparate facts together and form a nice numerical diagnostic list. Because once you make the diagnosis, you can look in a book to find the treatment. When the attending is confident the resident has acquired a diagnostic "gaze" the resident achieves autonomy, a form of competence, as illustrated by the following statement from an attending following a clinical presentation:
The attending asked, "Do I need to see her?"
At this point, the resident can function without having someone higher in the hierarchy double-checking his/her clinical work. The residents relish this autonomy:
• I don't have to suck it up.
• I do what I think is double-checking… it's clinical judgment…just medical judgment.
• You can learn from your mistakes…you will learn how to take responsibility. • I don't have a favorite part. I have a favorite time…when our boss isn't around.
After achieving the diagnostic "gaze," residents are deemed competent and given autonomy-the ability to make clinical decisions without supervision. Indeed, they become supervisors of more junior residents. As such, they are invested with authority-the ability to command or influence the behavior of others. They are responsible for management of the service.
In summary, the power structure within the medical education setting is structured by the diagnostic "gaze." It determines who makes the decisions and which management plan is enacted. The diagnostic "gaze" is a discourse, sometimes congenial, and sometimes contested. Yet, within the medical education culture, it is bestowed by someone higher in the hierarchical structure onto someone lower-never the other way around.
Although the junior residents may identify the foibles of the attending physicians, they rarely challenge them.
The hierarchy established by the "gaze" is maintained in a multifold way, not least amongst them, fear. Consider the following excerpt from field notes of an evaluation meeting led by the chief residents discussing attending physicians who were late for rounds.
The chief resident then went on to say, "He'll take them [the attending] off the rounding service and their evaluations won't count." By this she meant that if someone complained about a senior staff the Program Director would invalidate the evaluation of the resident by the senior staff. At this point there was a lot of audience participation. Some of the seniors said they were scared stating: "They will know there was only one senior."
These residents openly expressed fear of reprisal from someone higher in the hierarchy. The checks and balances needed to keep the system safe for learners are discussed in Finding 2.
Finding 2:
The participants' description of professionalism contains the word "respect," an almost universally used word when residents describe physician interactions. Professionalism modulates the entire hierarchical structure and protects vulnerable individuals from harm due to potential misuse of power.
A resident identified the following attributes as most important to professionalism and "being a doctor". They include: respecting people no matter their relative position in the hierarchy.
"Respecting people no matter their relative position. That's the most ….I can't believe I missed it…see, I guess the most important thing is, uh, is when somebody, when, I think you really know who a person is when you see how they talk to their subordinates. Doesn't matter if somebody's nice to, you know, the Chairman or, you know, the Program Director, you know…but if you're not nice to your subordinates I don't think you'll ever be a good doctor. Cause that reflects also… on your work with your patients, cause in essence, the patients are subordinate to you when you're in control of http://dx.doi. This informant states that misuse of power is commonplace but this previously unspoken fear has never been documented before in the literature related to professionalism in medical education. Professionalism as traditionally defined does not speak to protection against the misuse of power in the setting of hierarchical medical education. Instead, those lower in the hierarchy "suffer in silence" until achievement of attending physician status, which presumably provides protection. This is in essence the relationship between power and professionalism. It should be noted that although respect amongst individuals of any hierarchical status is valued, many residents report that they have witnessed disrespectful behaviors in teaching settings. These events are never challenged, which reinforces the hierarchical structure. Hierarchical advancement, with its advantages of autonomy and authority, is dependent on the acquisition of the "gaze".
The professionalism described here is very specific to the self-contained world of the medical education environment. Just as all politics is local, in this setting, the local issues of managing power structures dominate the residents' descriptions of professionalism, which to them appears to be a check and balance to the power of the hierarchy.
Discussion
This study was designed to understand the relationship between power, competence, and professionalism in a medical education setting. The findings confirm that power relationships are omnipresent within the setting in the form of hierarchy. Residents are socialized into this hierarchy, consistent with Durkheim's definition of "social fact" with its coercive nature on behavior as a result of education (25) .
This study also confirms Foucault's concept of "gaze" and further characterizes it as the source of power within medical education; the discourse that occurs between members at various levels of the hierarchy further confirm Foucault's concept that power is established within a network of interpersonal relationships.
This study confirms DelVecchio Good's emphasis on competence as a source of power, but indicates that it is primarily a competence of diagnostic gaze. These concepts are closely linked in the current study, whereas she does not draw as tight a correlation in her work (22) .
This study adds to our understanding of medical education culture in that it identifies a relationship between professionalism and its role in modulating the power structure. Concentrated power has the ability to help and harm. Withholding competence (credentials) or denying entry into the profession creates a tremendous insecurity and dependence amongst the residents. Physicians are human and their motivations and behavior can be influenced by personal gain. In order to prevent the misuse of the professional power and cause potential harm to a resident, a culture of professionalism creates a sense of protection. There is a delicate balance between protecting a trainee of the profession and protecting society from an incompetent physician. Medicine has been criticized for not being able to do the latter.
The limitations of the study include the relatively small ethnographic sample and insufficient observational data on residents' interactions directly with patients. Comparing it to other specialties and other programs would also have enhanced the study. The methodology employed-the combination of participant observation, ethnographic interviews, and textual analysis-worked well to answer the research question.
A practical implication of this research is to help devise curricula in professionalism as mandated by the American Council on Graduate Medical Education for all accredited residencies of all specialties. Residents are never taught explicitly how to manage hierarchy or how to recognize it in their work. Also, this research lays the groundwork to begin to measure "diagnostic gaze" by calling attention to critical thinking and the process of negotiation between participants of different hierarchical positions. This would allow an implicit process to become explicit.
